Introduction
Shoulder's alterations, usually, are very frequent complaints in the orthopedic practice, given its great articular amplitude of movement and its mechanical needs from the daily and sportive activities, and by that the glenohumeral and the scapular humeral articulations show many painful incidences and instabilities. These articular instabilities, mostly from traumatic origin, go along with articular space loss, causing impacts over the tendons that cover the humeral head, and because of this, one of the most common lesions is the impingement, described by Neer in 1972 [1] .
The shoulder impingement (SI) is a pathology that occurs by the compression of structures that are located in the sub acromial space, as the rotator cuff, the biceps' long headed tendon and the sub acromial bursa. During the elevation of the upper limb, these structures are submitted to micro traumas of repetition, between the humerus' biggest tubercle and the coracoacrimal arc. Through these micro traumas, it may result in an inflammation of the soft tissues, making them edematous, bringing a decrease of the sub acromial space [2] .
The causes for this disease may come from intrinsic factors, resulting from the physiologic alteration of the sub acromial space structures, which include muscular weakness and excessive use, besides the extrinsic factors that are related to the mechanical impact of the coracoacrimal arc structures, such as the sub acromial impact, glenohumeral instability, impact with the coracoid and/or the acromion process and the impact with the glenoid's poster-superior area [3] .
According to Dutton (2004) [4] , the impingement in constituted in an arrangement of varied alterations that may occur by pain and functional limitation, mostly in activities performed over 90 degrees, and one of the most common causes of the impingement are tendinitis of the rotator cuff's muscles that if aren't treated in time can evolve to a complete rupture of the tendons.
The acromion type has influence on the impingement, existing three anatomic types: type I (straight), type II (curved) and type III (in a hook way), and some authors [5] write that the third type consists in an anatomic variation that comes from bone calcifications created along time; So, it is concluded that the bigger the curve, more serious the chance of developing the impingement [6] .
The diagnosis is started in the clinical evaluation of the patient through anamneses, physical exams, special tests that are used for diagnosis and may be complemented through image exams, such as the magnetic resonance, conventional radiography [7] . The physiotherapy has an important role in the impingement's rehabilitation, helping in the recovery of the patient's upper limb that suffers, helping him to do better his daily activities, eliminating the painful and inflammatory picture, besides helping in the prevention, avoiding relapses of the disease, and also aiding the patient to not need possible surgeries [7] .
In the literature, authors such as Neer [1] , Amstutz [8] , Rowe [9] and Ellman [10] present protocols, tests and scales that aim to create a pattern for the initial evaluation and the accomplished results. These scales have specific characteristics for determined alterations; they are practical and of easy application, accomplishing its results in an objective way. Among the evaluation methods in the literature, this study chose the University of California at Los Angeles' (UCLA) test.
II. Case report description
It's about a case study, descriptive and quantitative [11] . Performed at the Clinical School Fisioclínica from Universidade da Amazonia (UNAMA) in Belém / PA. For the fulfillment of the research, the principles contained in the 446/12 from the Brazilian National Health Board (CNS) were followed, which regulates the researches involving human beings [12] . The selected patient has read and signed the Term of Free and Clear Consensus (TFCC).
Participated in the study the patient M. C. L. M., female, 61 years old, black, married, housewife, sent to the Fisioclinica complaining about numbness and lack of muscular strength and movement amplitude (ADM) in the left upper limb, in the shoulder's area, diagnosed by a doctor as with impingement in the left shoulder. According to what was said, the picture began in 2005, after she was victim of a robbery, in which she suffered physical aggression, hurting the left shoulder, after this incident the patient reports pain while using the mass transit services, because she always stays with the arm in a flexion position above her head, by the end of the day the arm shows paresthesia and pains in the shoulder, since the first episode reported and because of her daily routine, the patient reports constant pains in the shoulder and difficulties in her daily activities.
It was used in this research the standard evaluation file of traumatic-orthopedic of the Clinical School Fisioclinica, containing anamneses, physical exams and specific tests: Appley, Neer, Jobe and Speed, in which were used the following equipment: neurologic hammer, goniometer, one tape measure, stethoscope, sphygmomanometer for the Arterial Pressure (AP) verification and the UCLA scale.
The UCLA questionnaire was developed by the University of California -Los Angeles, originally to evaluate the results of the shoulder arthroplasty8. The questionnaire was adopted later by Ellman [10] , to evaluate rotator cuff lesions, in which were inserted evaluations from ADM, muscular strength and patient's satisfaction in its criteria for the final score. The questionnaire evaluates subjectively the pain and the function. For the pain reported as strong, needing analgesics usage frequently it receives 1 point, if there isn't pain: 10 points, in the case of the patient in this study, who is always showing pain, bearable and sometimes uses strong analgesics, 2 points were assigned. About the function, its score goes from 1 to 10, one point is assigned when the patient is incapable of using the member and ten when the subject can do its daily activities normally, in case of this patient, 2 points were assigned, because she can perform only a few light activities.
In ADM and strength, we evaluated only the active flexion, scoring 5 points tops for flexions over 150º and with 0 these below 30º. The patient received 3 points, performing the active flexion from 90º to 120º. The muscular strength is tested manually graduating from 0 to 5, being given 0 when there's no strength and 5 when there is normal strength. For the patient, it was given 3 points, a regular level. The satisfaction of the patient is scored in 5 for satisfied and 0 for unsatisfied, the patient reported in the evaluation 0, for unsatisfied.
The total number of possible points is 35, classifying the results in excellent for scores between 34 and 35, good between 28 and 33, regular from 21 to 27 and bad from 0 to 20. The patient's final sum was of 10 points, fitting in the bad result, presented in table 1.
Table 1. UCLA -Functional Evaluation Scale [13]
In the presented study, the UCLA usage was a way to evaluate the pain, function, movement amplitude and shoulder strength, the same may be used to analyze data found pre and post physiotherapeutic intervention, being able to measure significant results after the intervention. The UCLA scale is extremely used in postsurgeries of lesions of the rotator scuff and of Bankart, given its efficacy in the functional aspect, being an analysis instrument alongside with the complementary exams and other scales, such as the visual analogic scake, for the post-surgery perception, being the patient indicated to physiotherapy [14] , [15] .
Evaluation data from the orthopedic tests complement the diagnosis and analysis of the scale, the trials from Apley, Jobe and Neer, turned positive, the first two showing lesion of the tendons of the cuff, being Jobe's the most specific for supra-spine and Neer's test, specific for impingement, pathology that was observed in the patient. The only test that turned negative was Speed's, to evaluate the tendon of the arm-biceps. In goniometry and perimetry, differences were shown between the two segments, while in the lesioned left arm the patient showed 110º in shoulder's abduction, the right showed complete amplitude, in the supra-olecranon perimetry the left arm showed one 2cm distance deficit, in the 10, 15 and 20 cm measures, in comparison with the right arm. With the obtained result of ten points in the scale, we may conclude that the same is fit for many levels that the CIF describes. Such as, movement function alterations, organs, skin, and others. The classifications associated with what was shown by the patient after evaluation submitted with the scale were: b2801, b289, b789, b7100, b7200 and b7300, presented in table 2.
The following classification according to the CIF level, code b289, pain sensation, other specified and non-specified, and b2801 pain located and unpleasant sensation felt in one or more parts of the body, what indicates potential or real lesion of any structure of the body is justified by the factor, painful picture, presented by the patient during the performed evaluation, applying the functional scale.
Besides this, too, the b789, that focuses on the movement functions, other specified and non-specified. It was analyzed this level of the CIF because the patient presents difficulty in performing movements over her head or to get objects in that height. That is fit in what's being showed by this CIF level.
As the CIF approaches more specific branches, this work is also found in the branch. The CIF specific level for the shoulder describes the code, b7200, which presents mobility of the shoulder and functions related to the amplitude and the easiness of the shoulder's movement that include: deficiency such as protraction, retraction, lateral rotation and medial shoulder's rotation. Located pain, unpleasant sensation felt in one or more parts of the body b289
Pain feeling, other specifics and non-specifics b789
Movement functions, other specifics and non-specifics b7200
Shoulder's mobility functions related to the amplitude and easiness of movement from the shoulder that includes: deficiencies such as protraction, retraction, lateral rotation and shoulder's medial rotation. b7100
Mobility of only one articulation, functions related to the amplitude and the easiness of movement from one articulation b7300
Strength of isolated and group muscles, functions related to the strength created by the contraction of specific isolated muscles and muscle groups.
III. Discussion
Putting together the patient's results with the functional scale and the CIF, we could analyze that, knowing the fact that the patient presents, besides functional alterations -that limited her movement and prevented her from performing her every day activities -also the patient presents pain symptoms. This became clear after the score that was obtained in the functional scale applied that doesn't evaluate only function, but also pain symptoms, strength and ADM.
The UCLA scale, by the fact that evaluates besides function other items such as ADM and strength, in the scale's application, these items were verified, evaluating only the active flexion, the patient received 3 points out of 5, as already said. Linked to this factor that is the ADM with difficulty of mobility of the articulation, we can quote the b7100 code, that describes the mobility of a single articulation, functions related to the amplitude and easiness of movement from one articulation. And also the code b7300, which describes the strength of the isolated muscles and muscle groups, functions related to the strength created by the contraction of specific muscles and isolated and muscle groups. In the study presented by Mendonça, it is discussed that some shoulder disturbs are influenced by biomechanical factors, according to the performed work, such as in the cases of excessive weight on the upper limbs, vibrations and flexion with arms abduction through long periods of time [16] . It may be associated to the code b7300.
The impingement is the most common disease in the scapular waist, being able to attack both sides being most common in individuals that age between 40 and 50 years [16] . The excessive use of the upper limb with flexion or abduction predisposes the impact, becoming evident the possibility of the disease in the patient, who, because of her occupation, uses a lot the upper limbs. Another important aspect for the incidence of this pathology is its relation to some work activities, being more common in workers that use the upper limbs elevated for long periods of time, case reported by the patient through her use of the mass transit transportation, in which she stays with her arms up to hold herself.
IV. Conclusion
We may conclude that in this study, the UCLA scale allows the performance of the impingement evaluation, and its correlation to the CIF may be done through the levels that the CIF generates, which are codes that may be associated to symptoms evaluated by the scale, such as pain, function and movement that the patient with impingement shows.
